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COVID-19 Pandemic; Anxiety 
and Depression among Frontline 




This chapter gives an insight into the psychological journey of the essential 
healthcare workers (HCWs) during the COVID-19 pandemic. The catastrophe 
which started off with uncertainty, provoked fear-related behaviors among the 
frontline doctors, nurses and paramedical staff. With meager resources and lack of a 
disaster plan, fire-fighting was a reflex response of healthcare institutions. Though 
the whole world seemed to be unprepared for the calamity, developing countries 
with fragile healthcare systems were more vulnerable to collapse. The negative aura 
was complicated by mistrust among the general population, regarding healthcare 
workers, institutions and government. Furthermore, with economic downfall; 
balancing work and protecting the family was a challenge for HCWs, especially 
during the pandemic peak. The psychological distress translated to rising incidence 
of depression and anxiety among them. As institutions gained insight into psycho-
social issues of HCWs; support and therapies were offered to them. Positive mes-
sages labelling HCWs as “Heroes of the Pandemic” were circulated and structured 
programs developed to address their needs. With the advent of COVID-19 vaccine, 
a ray of hope emerged, although there are still apprehensions about its efficacy 
and side-effects. The whole world now eagerly awaits the calamity to perish while 
normality can rise from ashes.
Keywords: Health care worker, Covid 19 Pandemic, Anxiety, Depression, 
Phycological distress
1. Introduction
“2020” has been a revolutionary year especially in terms of exploring new 
healthcare horizons. The voyage of the pandemic which started off with crises, 
disbelief, qualms and fears; with the advent of the vaccine, seems to be ending with 
revival, hope, insights and new acumens.
In its true sense, within a couple of months the world transformed into a global 
village attacked by a common enemy “The SARS COVID-19 virus” with healthcare 
workers (HCW) stepping into the battlefield, leading from front; few losing their 
lives while the others still struggling to get through the catastrophe. Although the 
unsung heroes are working nonstop under tremendous pressure, surely the effects 
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of this struggle may take a long time to fade. Especially the psychological pressure, 
stress and burnout may leave long lasting effects such as post-traumatic stress disor-
der, anxiety and depression which may continue to shape their lives in the long term.
This chapter gives an insight into the psychological journey of the essential 
healthcare workers; doctors, nurses and paramedical staff who are selflessly work-
ing at the frontlines, caring for their patients while striving to protect themselves, 
their families and loved ones from the outbreak. The chapter discusses the psycho-
logical distress caused, its associated factors and the coping strategies developed. 
As the pandemic is still not over, with the long term efficacy of vaccine unknown 
and as the third wave is approaching, recommendations can be made for preventive 
measures to limit the damage.
2. The beginning - Fear of unknown
The infection was first reported as a case series of patients with pneumonia 
in Wuhan, China in December 2019. Tracing back exposure, all the cases were 
found to have visited a seafood market in Wuhan. The virus identified as a new 
strain of Corona virus, was later named as COVID-19 [1]. More than 200 countries 
and around 500,000 population worldwide were affected within a short span on 
3–4 months, while death attributable to COVID-19 globally was reaching more 
than 20,000 by the end of March 2020 [2]. Though the whole world seemed to be 
unprepared for the calamity, developing countries with fragile healthcare systems 
were more vulnerable to collapse [3]. With a mortality rate as high as 12% reported 
in industrialized countries, the general speculations were devastating [4, 5].
2.1 Fear of disease and shortage of Personal Protective equipment
Soon, the xenophobia spread to communities, institutions, regional and inter-
national governance while all the hopes to address, control and prevent widespread 
damage from the infection were laid on scientists, public health and medical profes-
sionals. High expectations from healthcare workers (HCWs) who were themselves 
vulnerable and exposed, further complicated the situation especially in an over-
whelming situation with resource constraints. Healthcare workers including front 
line physicians, nurses and paramedical staff combating at forefront were especially 
susceptible to get infected, taking the disease back home and infecting their family 
members. As the association of higher mortality with older age became evident, 
the senior health professionals and their families were even more concerned for the 
health of their loved ones [6, 7].
Due to unpreparedness, availability of personal protective equipment (PPE) was 
limited even for the healthcare professionals, let alone for the general population. 
Dearth of knowledge about nature of disease and its spread, further created mental 
pressure and psychological distress [3]. Institutions which were already over-
burdened and functioning beyond their limits, were unable to provide adequate 
support to the petrified HCWs.
2.2 Psychological distress and associated factors
The beginning of the pandemic was therefore taxing for the mental wellbeing 
especially of healthcare professionals. Various studies among frontline physi-
cians, nurses, para medical and administrative staff, revealed a high prevalence 
of stress, anxiety and depression [8] as depicted in Table 1. Although most of the 






































Healthcare worker Subjects Country Frequency Associated factors/ predictors of depression/anxiety
Developing countries
[3] Physicians 389 Pakistan 43% physicians had depression • assessing more than five COVID suspects/day
• working 20 h/week or less
• having children among household members
• moderate to low knowledge of the infection
[6] HCW (Majority 
nurses)
365 Jordan High fear score
40% extremely severe 
depression,




• aged 40 years and older
• more clinical experience
[9] Doctors, nurses and 
paramedics
476 South Asian 
countries
25.7% prevalence of depression • Female gender
• Fear of unprotection
• confirmed COVID-19 cases at workplace and in family




severe anxiety and depression
• increased workload
• respiratory symptoms & 
digestive symptoms
• testing for COVID-19
• family member at home
• negative coping style
• job burnout.
[11] HCWs (doctors, 
health assistants, auxiliary 
nurse-midwifery, 
nursing students posted 
in the wards, laboratory 
assistants, paramedics, 
staff nurses, sanitization 
workers, ward attendants, 
security guards and 
ambulance drivers)
150 Nepal Prevalence of anxiety disorder 
was 37.3 %,
8% of the participants had 
depression
Overall, 38 % of the 




























Healthcare worker Subjects Country Frequency Associated factors/ predictors of depression/anxiety
Developing countries
[12] Frontline medical 
imaging staff
5331 China Frequency of anxiety disorders 
were 6.5% and higher than those 
of anxiety and depression in 
Chinese residents before the 
epidemic.
-
[13] Healthcare workers 331 Cameroon Anxiety (41.8%) and depression 
(42.8%)
• young age (30-39 years)
• fear of contamination
• fear of death
HCWs [14] 433 India High-level stress in 3.7%
Depressive symptoms requiring 
treatment and anxiety 
symptoms requiring further 
evaluation were 11.4% and 17.7% 
respectively
• women
• women staying in a hostel/temporary accommodation





4.5% screened positive for 
depression, 5.2% for anxiety
India had the lowest prevalence 
of depression 0.8%, Indonesia 
2.4% Singapore 4.7%, Vietnam 
6.7% and Malaysia (14.3%).
• non-medically trained personnel,
• presence of physical symptoms
• presence of prior medical conditions
[7] HCWs 745 Libya 56.3% participants had 
depressive symptoms





• living in a conflict zone
• years of experience,









































Healthcare worker Subjects Country Frequency Associated factors/ predictors of depression/anxiety
Developing countries
[16] Nurses 2,014 Wuhan, China 14.3%, 10.7% and 91.2% nurses 
reported moderate to high levels 
of anxiety, depression, and fear
Mental health outcomes negatively correlated with
• self-efficacy
• resilience
[17] Frontline nurses 325 Philippines 37.8% were found to have 
dysfunctional levels of anxiety
• social support
• personal resilience
• organizational support had negative correlation
[18] Frontline nurses 176 Wuhan China Mild, moderate and severe 
anxiety symptoms were found in 
27.3%, 25%, and 25%
• sex
• age
• length of service
• clinical working hours
[19] Nurses 441 Iran 40% had moderate to severe 
anxiety.
• Female,
• working in COVID-19 designated hospital,
• being suspected with COVID-19 infection, and
• insufficient personal protective equipment
[20] Frontline nurses 643 Wuhan China One-third (33.4%) reported 
anxiety
perceived stress and insomnia
[21] Nurses 3,228 Sichuan 
Province and 
Wuhan City
47.1% depression • relationship quality with family
• demographic characteristics were associated with depression, anxiety
[22] Nurses 586 Eastern China Frequency of anxiety and 
depression was 27.6% and 
32.8%, respectively
• Lower self-blame,
• rumination and catastrophizing,



























Healthcare worker Subjects Country Frequency Associated factors/ predictors of depression/anxiety
Developing countries
[9] HCWs (majority 
Physicians)





• being a nurse
• working on the front line
• history of psychiatric illness
• being tested for COVID-19
[10] healthcare workers 218 Italy Prevalence of moderate to 
extremely severe symptoms 
in 8% for depression, 9.8% for 
anxiety, and 8.9% for stress.
Contributions of enhancement and suppression abilities and sensitivity to stressor 
context cues in predicting depression, anxiety determined.
[11] HCWs (hospital, 
midwifery and 
administrative staff)
600 Dublin, Ireland 20.3% of HCWs had moderate to 
severe depression and 21.0% had 
moderate to severe anxiety.
37% felt limitation of activity 
contributed to psychological 
deterioration. Household 
tensions were reported by 14% 
with partners and 20% with 
other household members 
including children
• younger HCWs
• female HCWs .
[23] Neurosurgeons 375 52 countries 34% felt tense, 32.5 % unhappy 
and 14% had depression
• feeling unsafe with the provided personal protective equipment
• exposure to a COVID-19–positive colleague
more concerns for their families
[12] Nurses 255 UK 21% moderate to severe or severe 
anxiety
depression (17.2%,)
18.9% had a low or very low 
resilience score.







































Healthcare worker Subjects Country Frequency Associated factors/ predictors of depression/anxiety
Developing countries
[13] Nurses 1,005 Italy Prevalence of sleep 
disturbances, moderate anxiety 
and low self-efficacy was 71.4%, 
33.23% and 50.65%, respectively
Females were more prone to sleep disturbances, anxiety and had lower levels of 
self-efficacy than male
[24] Nurses 270 Turkey 85.6% had high anxiety levels Area of work in COVID ICU and perception of insufficient income was associated 
with anxiety
Table 1 
Frequency and associated factors of mental health disorders among healthcare workers in developing and developed countries.
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pre-COVID era, but generally there was an alarming frequency of stress, anxiety 
and depression during the pandemic [25]. A study found a higher likelihood of 
anxiety, depression and lower quality of life scores among HCWs involved in 
COVID response than those who worked in other areas [26]. Another study in Italy 
revealed that healthcare professionals who were working with COVID patients 
were twice as likely to seek psychological help during the pandemic, than those 
working in other areas [27].
2.3 Stigmatization
As the infection built up its momentum and an epidemic transformed into a 
pandemic; there was an uneasiness among the medical professionals and other 
stakeholders. Fear of infection; especially spreading it to family members, long 
shifts in sub-optimal condition, lack of training and confidence created a vicious 
cycle of mistrust and negative professional attitude among physicians and nurses 
[28]. For example a study from china showed that mental health problems were 
more likely among nurses who regretted being in the field during the pandemic 
[29]. Another systematic review and meta-analysis showed high prevalence of 
anxiety and depression especially among female nurses [25].
Use of personal protective equipment (PPEs) by general population lead to an 
acute shortage and unavailability of masks and other PPEs for healthcare profes-
sionals, further complicating the situation. A lot of myths and false information 
were spread not only among the lay people but also the HCWs who were relying on 
news and social media for updates due to paucity of scientific data on the disease 
[3]. Stigmatization was therefore another factor associated with psychological 
distress and anxiety among HCWs [7]. In a nutshell, during the upsurge of the 
calamity, vulnerability to psychological distress was multifactorial and inevitable.
3. The Pandemic unfolding
3.1 Disaster plans
As the infection rapidly spread, the governments and health authorities 
experimented on various ways to contain and minimize spread of infection. 
Strict lock-downs were imposed and travel restricted, while standard operat-
ing procedures (SOPs) were formulated and implemented for essential services. 
Healthcare institutions and hospitals had to quickly devise a disaster plan, which 
included introducing secluded COVID clinics, emergency services, wards, high 
dependency units and intensive care units. Medical education came to a halt and 
post-graduate training was interrupted by special duties of medical and nursing 
trainees in COVID areas [30]. Other specialty doctors, nurses and paramedics were 
also trained to cover duties in COVID designated areas, as priorities shifted from 
non-emergency services to urgent care [23]. Elective surgeries and procedures were 
postponed and regular patient follow ups were deferred. On one hand this reduced 
the work load of healthcare workers offering services which were down the priority 
list; but physicians, nurses and paramedics on daily wages and incentives suffered 
financially. Private primary healthcare set-ups were closed to avoid unnecessary 
exposure of healthcare staff to infection while secondary and tertiary care hospitals 
dealt more with COVID and its associated emergencies. Follow up of patients with 
non-communicable diseases and elective surgeries were either deferred or the 
patients themselves opted to delay, due to fear of catching the virus. All procedures, 
laboratory work-up and diagnostic tests were also postponed, if risk of infection 
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outweighed the benefits. Therefore, all the healthcare professionals offering non-
essential services during the pandemic suffered financially.
This was indeed further taxing for HCWs working in private organization 
especially in developing countries, where insurance coverage and assistance from 
the government is minimal and often absent. Private institutions on the other hand 
were unable to cope up with the dipping revenue, which resulted in employers 
reducing salaries and forcing HCWs to take unpaid leaves [31].
3.2 Dealing with economic impact
The economic impact was generic for all other professions, in fact the intensity 
was even more for other professionals, with complete lock-downs, social isolation 
and closure of non-essential services. Therefore, the healthcare heroes had to fight 
back and make both ends meet with minimal support from other family members, 
especially during the initial surge of the pandemic. A study in Spain showed that 
frequency of suicidal ideation and behavior was high among COVID HCWs and the 
found to be associated with financial stress [32].
Moreover, in developing countries, unsatisfactory healthcare services even before 
the pandemic, provoked mistrust and apprehension among HCWs when they listened 
to horror stories from the media. The same was true for the best healthcare systems 
falling short to handle this overwhelming situation even in the developed world [33].
3.3 Rise of rate of infection among HCWs
With mistrust and economical pressure building up, the gravity of situation 
was further worsened by an exponential increased risk of infection among the 
Figure 1. 
Vicious cycle of psychological distress.
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healthcare workers. Physicians, nurses and para medics suffered with worst infec-
tions. By the mid of 2020, more than 1.5 million infections and 1400 deaths were 
reported among HCWs. Infections were more common among women and nurses 
while majority males and doctors died of it. General practitioners and mental health 
nurses were the highest risk specialties for deaths. For HCWs over 70 years of age 
the death rate was 37 deaths per 100 infections. The Eastern Mediterranean region 
had the highest number of reported deaths per 100 infections [34]. Besides risk of 
infection, the news of colleagues and acquaintances succumbing to it worked as a 
double edged sword, increasing psychological distress leading to stress, anxiety and 
depression among HCWs [23]. Furthermore, a feeling of helplessness and hopeless-
ness prevailed when skilled medical experts were not able to help their patients to 
recover due to absence of available literature or clear scientific evidence on effective 
treatments; the phenomena of “moral injury”, as mentioned elsewhere in the chap-
ter; The clinical guidelines issued by various regulatory bodies in a crises situation 
were weak and incomplete. Also there were a lot of discrepancies, making decision 
making further difficult for physicians, hence creating chaos and distress. The fac-
tors leading to mental disorders among HCWs during the pandemic therefore, were 
dynamic; creating a vicious cycle of increasing challenges, stress, inability to cope 
and more misery (Figure 1).
4. Reaching the peak of the curve
4.1 Impact on healthcare institutions
With the spread of infection, apprehension and fear was widespread among 
the general population. With an exponential increase in number of people getting 
infected, the panic was inevitable. This was especially evident in the developed 
countries, as the health systems though stable were not able to deal with the sudden 
surge of infected patients. While in the developing countries, an already fragile 
system with the overwhelming numbers reached to the verge of collapsing. As 
smaller scale healthcare set-ups were closed, tertiary care had to bear the brunt of 
all sorts of cases, from asymptomatic patients with anxiety to mild symptoms and 
severe symptoms, all reported in emergencies. This lead to overcrowding and hence 
compromising the quality of care. So much so that, a few private hospitals had to 
stop accepting new patients, due to unavailability of space in high dependency 
and intensive care units. This translated to a panic state among the general public. 
Hundreds of incidences of harassment and violence against healthcare workers 
were reported. Angry mobs went on to vandalize public and private properties on 
hospitals refusing to accept patients [35].
4.2 Misinformation and rumors
Misinformation and rumors spread all the wrong messages across non-medical 
people, further aggravating disbelief and mistrust. The “bad news” of the Pandemic 
was followed by a natural course of events. Initially, the public denied the pres-
ence of a new virus and labeled it as a “hoax perpetrated by a global cabal” and “a 
bio-weapon” [36]. Their illusions and imaginations went further wild when the 
healthcare authorities and professionals were unable to clarify their doubts with the 
little evidence and knowledge they themselves had about the disease. For example, 
initially it wasn’t clear if infected corpses were able to spread infection, so the 
staff were directed against handing over COVID infected corpses to relatives. This 
created doubts among the family already facing an emotional turmoil and rumors 
11
COVID-19 Pandemic; Anxiety and Depression among Frontline Healthcare Workers…
DOI: http://dx.doi.org/10.5772/intechopen.98274
of political conspiracies spread, regarding hospitals tagging patients as “COVID 
infected” and retaining their dead bodies. Stigmatization against healthcare 
workers, COVID infected patients and medical infrastructure, therefore resulted 
in a high prevalence of violence, majority of which was directed against HCWs. 
Incidents of threats, physical and verbal assaults to the extent of HCW being shot 
were reported, especially in South-Asian and other developing countries [37]. The 
outcome was even worse with an already high frequency of burn out and psychoso-
cial distress among HCWs [38]. With the healthcare system overburdened already 
at the peak of the pandemic, there was no time to for the government or healthcare 
authorities to respond to the hue and cries of HCWs.
4.3 Young and experienced HCWs affected
When little was known about complications of infection among elderly age 
group, the retired doctors were asked to help with managing the crisis, especially in 
UK [36]. As researches were conducted and it became evident that older age group 
was more likely to have grave complications and high mortality, a lot of senior and 
experienced physicians either chose to stay away or asked by their organizations 
to minimize exposure. Those who continued to work, felt even more distress with 
the risk of being exposed. On the other hand, younger HCWs feared taking the 
infection home to their elderly family members, hence a few studies also showed 
an association of young age with anxiety and depression among HCWs. This was 
especially prevalent in countries where a joint family system still prevails [21, 24]. 
The gravity of dissatisfaction among healthcare workers, especially nurses can 
be gauged by studies which revealed that not only nurses wanted to change their 
profession after the pandemic, but in Turkey, nursing students were found to be 
suffering from anxiety associated with a negative perception of their profession and 
an unwillingness to practice their profession in future [39].
4.4 Ethical dilemmas and distress
“Moral injury” is yet another form of psychological distress as a sequelae 
of actions, or the lack of them, which is against someone’s ethical code. This 
phenomena has been recently described in UK which is imposing a risk of 
psychological distress among HCWs, facing intense feelings of guilt due to the 
sub-optimal human resource and facilities available to deal with the suffering 
patients [40].
The overall situation was of resentment, hopelessness and dismay compli-
cated by physical illness and rapid spread of infection among HCWs and their 
families, lead to an alarming frequency of mental health disorders like anxiety 
and depression among them.
5. From unknown to known- developing insight
Healthcare professionals are the main force on which foundation of healthcare 
system rests; hence eventually the government authorities and institutions real-
ized the utmost importance of addressing their mental and physical wellbeing so 
that they can perform their duties in the most efficient manner. As the govern-
ments and healthcare authorities were able to consolidate their efforts, the need 
to address the psychological health of HCWs was felt. It was sensed that mental 
health of frontline healthcare workers required consideration, targeted prevention 
and intervention.
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Figure 2. 
A message circulated by Centre of Disease Control (CDC).
5.1 Interventions to support HCWs
Positive messages were spread across by regulatory bodies, local governments, 
national and multinational organizations at all platforms, labelling healthcare workers 
as “heroes of the pandemic”. Encouraging slogans like “Not all heroes wear capes, some 
wear scrubs” [41] were circulated in media, thanking HCWs for their efforts and for 
facing the predicaments from the front. Measures were taken to stop misinformation 
by circulating the correct information through visual, print and social from authentic 
sources like government, societies, NGOs and regulatory bodies (Figures 2 and 3).
Figure 3. 
A message circulated by World Health Organization (WHO).
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Protocols were made and zero tolerance policy was implemented by local 
governments to protect the HCWs from violence. For example India made violence 
against HCWs, a non-bail able offence with an imprisonment for 7 years, while 
Sudan created a special police task force to protect them. In June, the International 
Committee of Red cross in collaboration with World health organization (WHO) 
published a checklist for HCWs including managers, practitioners and policy mak-
ers for addressing the issue of violence against HCWs, which included procedures 
for risk assessment, response and accountability towards those receiving care [37].
Religious scholars also played a role in giving out the right information and con-
vincing people for compliance with protocols. Moreover positive religious coping 
among HCWs was shown to be a negative predictor of anxiety and depression, so 
opening up of religious centers like mosques and churches after the peak subsided, 
may have promoted better mental health and psychological tranquility [42].
5.2 Psychological interventions
Similarly, regulatory bodies, health authorities, local and international gover-
nance and organizations are providing mental health support is through organized 
efforts to promote psychological wellbeing of physicians and nurses, and the 
outcomes have been shown to be encouraging. In Italy for example guidelines were 
implemented for providing frontline HCWs with psychological support and provid-
ing strategies for coping stress. Also surveillance programs to screen and follow 
HCWs for mental health were devised [40].
Work stress was shown to be a positive predictor of poor mental health [43]. 
Therefore, strategies to promote mental wellbeing, such as balanced diet and 
physical activity, stress relaxation and recreational activities, frequent breaks 
between work shifts, socializing and expressing emotions were promoted and 
shown to be effective in reducing anxiety and depressive symptoms among nurses 
[44]. A considerate and mindful leadership who is able to communicate, educate 
and support nurses to practice competently and safely (physically and mentally) 
in the context of COVID-19 was also shown to reduce anxiety and encourage 
resilience hence positively impacting their mental health [45]. Even online learn-
ing sessions on emotional freedom techniques sessions was shown to help improve 
mental health outcomes among nurses [46].
In Italy, a multidisciplinary team of psychologists and occupational therapists 
teamed up to provide frontline healthcare workers with psychological care based on 
coping strategies for managing stress [40].
The covid −19 pandemic started off with uncertainties and fear of unknown. 
With the excessive physical, social and psychological burden, especially on the lives 
of healthcare professionals, the fear gradually evolved to chronic anxiety. The focus in 
the current state should be to direct efforts to break this cycle as anxiety is just at the 
verge of transforming to hopelessness, anguish and depression. This is evident from 
the fact that while initially HCWs hoped the pandemic to end in a couple of months, 
after a year majority are uncertain as to how long the calamity would continue.
It is therefore imperative to intervene at this stage when the mental health of 
communities at large, especially HCWs is evolving from qualms to fear, anxiety and 
anguish which can be detrimental and challenging to reverse at a later stage, leaving 
them with post-traumatic stress disorder and hence low productivity.
5.3 Efforts generating better outcomes
As it is said, “For everything that divides, the human spirit unites”. As a result of 
these efforts, as compared to the general public while the frequency of anxiety and 
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depression was high among HCWs before the peak, it descended after the peak [47]. 
A better insight into the disease its prevention and treatment could also have helped 
alleviate the anxiety among the physicians.
In a span of a year the situation came in a recovery phase with better insight, 
while just as SOPs were eased off and things seemed to be normalized, we were 
approached by the 2nd and 3rd surge of infection. Therefore, the hopes are now 
based on being able to target prevention through vaccines. It is speculated that 
with the advent of the vaccine, the social distancing protocols could be eased off. 
Moreover, a herd immunity as in the case of other deadly infections like small pox 
and polio, could eliminate the infection from the globe. This would normalize life 
as in the pre-COVID era and hence the distress would come back to baseline. From 
another perspective, if the vaccine is ineffective or if the innate ability of the virus to 
mutate quickly translates to a futile vaccine, the consequences may be unwarranted. 
Therefore, it’s too early to relax, as putting guards down can still lead to another 
deadly wave of infection, further causing more stress and trauma to the HCWs.
6. Rising from the ashes- A ray of hope
Nearly every accomplishment in this world is a result of a goal identified in a 
moment of crises or to fill a need. As the scientists worked tirelessly to gather more 
knowledge about the disease and its prevention, effective management and treat-
ment guidelines were published. Physicians were able to work out prognosis and 
probabilities of complications, hence were able to offer better treatment modalities 
and patient care. The knowledge and confidence translated into a positive outlook 
and less distress among physicians. Finally, the news of near availability of effective 
vaccine was a sigh of relief for most HCWs.
6.1 Acceptability of vaccines and predictors
The uncertainty and qualms HCWs went through for more than a year was 
bound to inculcate doubts. Only 36% of the HCWs were sure to get the vaccine 
as soon as it was available, as shown by a survey in November 2020, with safety, 
efficacy and speed of development, “too good to be true” being major concerns [48] 
Other studies done to explore the readiness of HCWs to get vaccinated showed simi-
lar results, with senior HCWs more likely to take the vaccine immediately [49].
As education has been shown to be a predictor of vaccine uptake, it is more likely 
that in developing countries, the acceptability of vaccination would be lower than 
in developed nations. Yet, hopefully an insight into reduction in number of infected 
cases, hospital admissions and mortality will increase acceptability of the vaccine.
6.2 Way forward
Currently, the available vaccines have shown to be effective with minimal adverse 
effects [50] and HCWs all around the world have been given the first priority for 
vaccination followed by the most vulnerable; the geriatric age group. There is still some 
apprehension and doubts, even among HCWs about efficacy of different available 
vaccines, yet the overall impression is reassuring, especially, when one can anticipate 
the situation to gradually revert to normal. Moreover, with immunity to the infection, 
socialization without worrying for contacting an infection and traveling for the sake of 
leisure, professional and academic development can be made possible, with just an evi-
dence of vaccination. Certainly the inflated incidence of mental health issues among 
the healthcare workers can be taken care of with the magic, a simple vaccine can create.
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Although the year was tough especially on the HCWs adversity provokes fear 
related behaviors and affects the mental health negatively. Yet, it brings out the best 
in oneself, raising the probability of rising beyond the situation, promoting self-
actualization, self-realization and resilience.
7. Conclusion
Healthcare workers quickly became the frontline force to help the world deal 
with the pandemic. The epidemic which quickly transformed into a pandemic, 
started off with widespread uncertainties and xenophobia, with HCWs the most 
affected. The uncertainties within months became overwhelming at the peak of 
pandemic, when they were not only physically at risk but widespread infection 
brought much more psychological distress, because of expectations the world had 
from them. Quite a few lost their lives while others struggled to get through. Yet, as 
the chapters turned, the champions transformed themselves into more resilient and 
sturdy beings, with mindful leadership and other professionals helping them stay 
lucid. Governments need to help healthcare organizations, HCWs and their families 
to overcome financial set-backs, which would take time to stabilize post pandemic. 
With more insight into the dynamics of the interplay between physical, social, psy-
chological and spiritual factors, we recommend that the efforts and interventions 
to promote well-being of healthcare workers should continue at local and interna-
tional level. This will to prevent and limit the long term consequences of the trauma 
and helping them break the vicious cycle. More researches need to be focused on 
providing evidence to intervene and promote better mental health outcomes among 
HCWs as the vaccination produces herd immunity. The frequency and factors 
associated by anxiety and depression need to be assessed post-pandemic, so that the 
lessons learnt can be useful for the generations and pandemics to follow.
Although, at present, the battle continues with the 2nd, 3rd and now the 4th 
wave, but so does optimism, as we continue to believe that, “There was never a 
night or a problem that could defeat sunrise or hope”.
© 2021 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
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